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Introduction
Cases were patients who developed a hospital-acquired infection based on Centers for Disease Control's definition, i.e., patients admitted to the hospitals and presented an infectious agent(s) or its toxin(s), and that occurred 48 h or more after admission to the hospital that were neither present nor incubating on admission [36] .
Controls were the patients admitted to the hospital and stayed for more than 48 hours in the ward in the study period and did not developed a hospital-acquired infection. The controls were matched based on age +5 years within the same hospital. A case to control ratio of 1:4 was used.
The outcome variable was presence of hospital-acquired infections. Intrinsic and extrinsic factors, such as immunodeficiency, insertion of a urinary catheter, peripheral vascular catheter, mechanical ventilation, availability of hand washing material, and McCabe score were assessed. Hospital-acquired infections were confirmed if the patient had signs and symptoms which met the Centers for Disease Control and Prevention (CDC, Atlanta, GA, USA) definition at the time of the data collection [36] . The sample size was calculated by assuming a 5% type I error, 80% power to detect exposure difference between cases and controls, a 1:4 ratio of cases to controls, and a design effect of 1.5. Accordingly, 109 cases and 436 controls, a total of 545 subjects were required for the study.
The study was conducted after ethical approval of Addis Ababa University College of Health Science Institutional Review Board. Data were collected after written consent with a brief description on the importance of the study to the participants. In addition to consents taken from the parent/guardian, for children aged between 7-18 years written assents also were taken from each study participants. A pretested standardized questionnaire was used to collect data. Moreover, medical record and consultation with the person in charge of the patient were the gold standard for the identification of the cases. Data collectors were trained for three days about the definitions and the study protocol prior to starting the study. Double data entry was conducted to minimize errors occurred during data entry.
Data was entered and validated using EPI-INFO software version 3.5.3 (Atlanta, USA) and STATA 13 for analysis. After matching cases and controls with a unique identifier, bivariate and multivariable conditional logistic regression was employed to identify independent factors associated with HAI. A bivariate analysis was run for each variable. Then those variables which were significant at the bivariate analysis along with variables that were well known predictors of HAI were included in the multivariable analysis. Odds ratios with the corresponding 95% confidence intervals (CI) were estimated and p values were determined. Variables with P < 0.05 in the multivariable conditional logistic regression analysis were considered as significant independent predictors of HAI in this study.
Results
A total of 545 patients were included in this study. One hundred nine were cases and the remaining 436 were controls. The median age of the cases was 25 years (Interquartile range of [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] and, for controls 25 years (Interquartile range of . Length of stay of patients in the hospital was 8 days with Interquartile range of 4-15 days. The median length of stay for cases and controls was 7 and 8 days respectively (Table 1) .
Availability of waste management material, immune status of the patient, central vascular catheter, surgery for admission and the patient received antimicrobial at the time of the survey were the predictors of hospital acquired infection. Patients in wards with the presence of medical waste container in the room were 82% less likely to develop hospital acquired infection compared to the patients in the wards without medical waste container with, AOR 0.18: and 95% CI, (0. 03-0.98). The odds of developing hospital-acquired infection among patients with 
Discussion
Risk factors for hospital-acquired infection are dynamic and complex phenomena in the hospital. In this matched case control study, availability of waste management material in the room, immune status of the patient, central vascular catheter, surgery since admission and patient received antimicrobial at the time of survey were the predictors of hospital acquired infection.
Most of the studies on risk factors for hospital-acquired infection employed by cross-sectional methods, that has a limitation of statistical power by comparing the groups internally. The introduction of bias in matched case control study is lower than in the cross-sectional design [35] . Matched case control study design is assumed to generate valid data impacting the reduction of bias among main exposure variables.
The availability of hand-washing facilities waste management material in the ward are important to prevent hospital acquired infection [37] . The presence of alcohol-based hand rub material in the ward significantly increases the consumption of alcohol-hand rub material in the ward [38] . Thus availability of hygiene maintenance materials and behaviors of healthcare workers reduced healthcare associated infections [39] [40] [41] . In Ethiopia researches showed low level of hand hygiene practice [42] and poor condition of medical waste management in health care facilities [43] . The availability of waste management materials is believed to reduces the exposure of waste to patients and health care workers.
This study found immune deficiency of patients as a risk factor for hospital acquired infection. This finding was also supported by another finding, in which patients with high compromised health status were at risk for hospital acquired infection [44] .
In the modern healthcare system, the live saving invasive treatment devices and procedures are found to increasingly threaten patients. For example, while catheters provide lifesaving therapy, they also have an iatrogenic effect, by being a route of transmission of microorganisms to the patient's body, thereby causing infection. Hospital-acquired infections occur with the devices used in medical procedures [45] . A hospital based research in Poland showed a positive correlation between prevalence of hospital-acquired infection and exposure to invasive procedures [22] . In our study, central vascular catheter used on patients was 7.56 times more likely to be a risk factor compared to non-central vascular catheter patients. This finding was supported by other studies conducted in hospitals in Poland, Morocco and China [22, 26, 46] . The high risk of central vascular catheter may be due to low level of implementation of a multidimensional infection control strategy in the study setting. Implementation of Nosocomial Infection Control Consortium (INICC) bundles and other infection control measures in some of the developing countries reduced devise-associated infection of CLABSI [47] [48] [49] [50] , VAP [49,51,52] and CAUTI [53] in ICU patients. Surgery since admission was one of the determining factors for hospital-acquired infection in this finding. This was also supported by other findings of pilot point prevalence study conducted by the European Centre for Disease Prevention and Control (ECDC) [54] and China and Poland [23, 26] .
A research showed that, antimicrobial prescribing with broad-spectrum antibiotics to patients increased the risk of hospital acquired Drug-Resistant Acinetobacter baumannii infections [44] . A similar finding was also observed in Morocco that; antimicrobial use was associated with hospital-acquired infections [46] . Our study supported the above finding in which a patient received antimicrobial was 9.16 times more likely to acquire hospital-acquired infections compared to those who didn't take antimicrobials.
This study has limitations. In this research, we focused on a relatively small number of risk factors for hospital-acquired infections. Some of the clinical data in the hospital recording system was incomplete. This may introduce bias in statistical analysis. Evidence for this finding can be generalized to similar resource limited settings. Because, the data were collected from a large proportion of controls to cases, it gives high power to identify the variations in the population. The other limitation in this study was that controls did not match by type of ward and length of stay with cases. This may minimize the power of the study to identify confounders in the study.
Conclusions
Despite the above limitations, the risk factors identified in this study are very important for the prevention and control of hospital-acquired infection in teaching hospitals in Ethiopia. Presence of medical waste container in the room, patients' immune status, central vascular catheter, surgery since admission and patients received antimicrobials were the independent predictors for hospital acquired infections. The managers and medical workforce should consider the availability of healthcare facilities. Hospitals and clinicians need to follow the appropriate safe medical procedures for use of external devices and give attention to the immunocompromised patients for the prevention and control of hospital-acquired infections. 
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